, and the Arden Grating test has already demonstrated its clinical usefulness in early glaucoma (Arden and Jacobson, 1978) and minimal demyelinating disease (Arden and Gucukoglu, 1978) . This is a subjective test, and the numerical score achieved may be affected by several factors, such as ambient lighting, the rate of exposure of the grating pattern to the subject, the willingness of the subject to 'take a chance' (guess) or wait until certain before responding, and so on.
SUMMARY Arden grating test scores were obtained for 100 normal subjects under standardised testing conditions. While previously published ranges of interocular congruity were corroborated, a significant increase in test scores with increasing age was noted. This effect of age has not been previously reported. Physiological considerations suggest that such age dependency might have been expected. It is suggested that ranges of normal values be established for each of several age groups. Arden (1978) has developed a practical clinical test of contrast sensitivity, commercially available as Arden Gratings. This book of 6 test plates displays vertical bar gratings of different frequencies (cycles/ degree), increasing in sinusoidal contrast as one moves down each plate. The variations in grating frequencies and contrasts allow testing of several points along the modulation transfer function (the graph of contrast sensitivity at different spatial frequencies). Contrast sensitivity has been shown to be a sensitive indicator of visual disturbance in many ophthalmological and neurological diseases (Bodis-Wollner, 1972; Sj0strand and Frizen, 1977; Wolkstein et al., 1978) , and the Arden Grating test has already demonstrated its clinical usefulness in early glaucoma (Arden and Jacobson, 1978) and minimal demyelinating disease (Arden and Gucukoglu, 1978) . This is a subjective test, and the numerical score achieved may be affected by several factors, such as ambient lighting, the rate of exposure of the grating pattern to the subject, the willingness of the subject to 'take a chance' (guess) or wait until certain before responding, and so on.
Despite the presence of such potential variables early clinical trials in an unsophisticated population (Minassian et al., 1978) show this test to be of great practical value when screening for ocular disease. Arden has reported that 'in the age range 11 to 70 there was no influence of age on the results, grouped in decades of age' (Arden, 1978) . To the contrary, we have found that test scores rise (become worse) with increasing age and consider that age-corrected ranges of normal must be established for each set of examination protocols. Arden (1978) has stated that grating test scores greater than 82 indicate an abnormality. While most of our patients with higher scores were over 40 years of age, 6 under 40 had scores in one or both eyes exceeding 82. This may represent a difference in testing conditions. Indeed, our scores in general tended to be slightly higher than the averages obtained by Arden. Arden also states that interocular differences greater than 11 indicate an abnormality, and in this (a comparison of 2 eyes under identical test conditions) we basically agree. Only 7 of our patients showed interocular differences of greater than 11 (only 1 greater than 13, and on further testing this patient was found to have a microtropia in the eye that scored 14 points worse) (Fig. 1) 
85-Discussion
Although surprisingly little work has been done on visual changes with increasing age, it is known that visual acuity deteriorates after the age of about 45 years (Weale, 1975 (Severin et al., 1967; Henkind and Siegel, 1967 
